plus intravenous corticoid administration within the first 36 hours may be sufficient to achieve healing, while surgical debridement is required in the case of late diagnosis. On the other hand, it may become complicated with infection and life-threatening conditions such as necrotizing fasciitis, myositis or sepsis, limb gangrene, paraplegia, or death [4] . Moreover, the area of poorly vascularized tissue often extends beyond the visible area of necrosis and, as a consequence, the undiagnosed and consequently untreated damaged tissue may be prone to bacterial colonization and very poor wound healing. In our case, the livedoid dermatitis of the right buttock was complicated with an extensive abscess and necrotizing fasciitis. The latter is an uncommon and rapidly spreading infection involving the superficial fascial plane and subcutaneous tissue with a high risk of systemic toxicity and complications like adultrespiratory distress syndrome, acute renal failure, cardiac failure, or even multi-organ failure. Risks factors include immunosuppression, diabetes, age older than 50 years, malnutrition, and peripheral vascular disease [5] . The mortality rate is around 34%, and it is classified into two types: type 1, which accounts for about two thirds of the cases, is polymicrobial and mainly occurs in association with significant co-morbidities, while type 2 is caused by group A Streptococcus mainly in patients with a history of trauma, intravenous drug abuse, or surgery [4] . These classification criteria were not applicable to our patient's condition, as microbiological investigation proved a Staphylococcus aureus monomicrobial infection. Furthermore, our patient was apyretic, while fever and chills are among the most common beginning symptoms of necrotizing fasciitis. In conclusion, embolia cutis medicamentosa is a very rare pathology whose risk factors remain to be completely elucidated. In most of cases, it presents with only local symptoms but, especially in the presence of comorbidities such as an immunocompromised state, complications are likely to arise and lead to the patient's death. Our case remarkably highlights the potentially serious consequences of Nicolau's syndrome. Plastic and dermatologic surgeons must be well aware that prevention, timing of diagnosis, and treatment are crucial for the patient's prognosis. The closure of any circular or asymmetric wound results in puckering or excess of tissue known as dog ears. Tissue dynamics, wound geometry, surface contour, and surgical technique affect dog ear formation [1, 2] . Despite good preoperative planning for skin management techniques including Burow's triangle, V-Y advancement flap, Mplasty [3] , and S-plasty [4] , and despite following intraoperative procedures including proper undermining of a shallow wound, proper 90° angle of the scalpel blade, precise suture placement, and removal of excess underlying fat, sometimes a dog ear occurs anyhow. Meth-upward or downward according to the skin region desired to be removed. This flap is brought across the wound so that the skin excess can be cut straightforwardly. A portion of the flap is then removed to the extent required and the 90° incision created will disappear as well (Figs. 1, 2) . The 90° incision technique enables correction of a dog ear without either lengthening the wound or creating new scars, thus improving the aesthetic outcome of the procedure. ods for correcting dog ears include excision of the excess tissue in the shape of a triangle, crescent or ellipse; excision of conical folds of tissue at the end of the wound in the same direction as the long axis of the original wound; and excision of the dog ear at a 120° angle to the long axis of the existing excision line in a shape resembling a hockey stick [5] . They are extensively described in the literature, but they all lead to wound extension. Only M-plasty allows for reduction in the scar's length but produces a double-tailed scar, so if the total length with the two tails is considered, the new scar is still longer than the original one. We have developed a new and easy technique for dog ear correction without extending the length of the original wound.
To remove a dog ear, the wound should be sutured until the elevation becomes pronounced. A hook placed in the end of the wound defines the extent of the dog ear. The elevation is then excised by creating a 90° incision at the end of the wound where the dog ear appears. In this way, a small triangular advancement flap can be raised
